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Abstract
Background: Depression is common among general trauma patients and is associated with a poor outcome. We 
evaluated the relationship of psychological distress to physical injury, musculoskeletal complaints, and social factors in 
a low-income country.
Methods: We administered the Self-Rating Questionnaire (SRQ), the Oslo social support questionnaire, and the Brief 
Disability Questionnaire (BDQ).
Results: An SRQ score of 9 or more, which indicates probable depressive disorder, occurred in 45.6% of men and 76.1% 
of women. A high SRQ score was associated with female sex, little or no education, low income and little social 
support. Even after these were controlled for there was a significantly higher SRQ score in patients with arthritis, 
backache/prolapsed disc, major fracture and other bone pathology.
Conclusions: Depressive disorder appears to be very common in orthopaedic outpatients in Pakistan; both social 
circumstances and nature of bone pathology are associated with such depression.
Background
An estimated 340 million people across the world have
major depressive disorder at any given time [1]. This dis-
order is projected to be the leading cause of disability in
the developing world by 2020 and leads to greatly
increased healthcare costs even after excluding direct
mental healthcare expenses [2]. Depressed people are
more likely than others to seek medical treatment in the
general health sector where underdiagnosis and under-
treatment of depression is common. The combination of
a physical illness and depressive disorder is a particularly
potent cause of disability [3]. Musculoskeletal complaints
are the most common self-reported problems in the com-
munity [4]. Chronic pain is also one of the most common
presentations for healthcare and it is reported that such
patients are five times more likely to utilise health than
the general population [5,6]. Both regional (for example,
in the limbs) and widespread pain are increased in people
of Pakistani, Indian and Bangladeshi origin relative to the
local white European population in the UK [7,8].
In high-income countries increased rates of depression
have been reported in general trauma patients [9-11] and
in one US orthopaedic population the rate of depression
was 45% [12]. Depression does not appear to be associ-
ated with severity of the physical illness or injury but it
tends to be persistent and predicts a poor outcome
[11,13-15]. To our knowledge there are no reports from
any developing country evaluating the relationship of
psychological distress, physical injury and musculoskele-
tal complaints. Since depression is common in Pakistan
[16,17], including among attendees at a medical outpa-
tient clinic [18] one might expect a high rate of depres-
sion associated with physical injury and musculoskeletal
issues presenting at orthopaedic clinics.
I n  t h i s  s t u d y  w e  a i m e d  t o  s t u d y  t h e  p r e v a l e n c e  o f
depressive symptoms in patients presenting to the ortho-
paedic outpatient clinic in a large teaching hospital in
Karachi, Pakistan. We hypothesised that the prevalence
of depression would be greater in the patients with medi-
cally unexplained musculoskeletal symptoms compared
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to those with organic disease in patients attending an
orthopaedic clinic in Pakistan even after adjusting for the
sociodemographic features known to be associated with
depression.
Methods
Study setting
The study was conducted over 3 months (January to
March 2007) at an orthopaedic outpatient clinic at Civil
Hospital in Karachi, Pakistan. Karachi is the largest city in
Pakistan; the literacy rate is over 60% compared to 40%
for the rest of the country. Poverty is common. The Civil
Hospital is one of the largest government hospitals in
Pakistan and is a university hospital attached to the Dow
Medical College. It has about 1,700 beds and over 35,000
patients are admitted per year. The hospital maintains 37
wards, 11 operation theatres, 15 outpatient departments
(OPDs) and 30 other departments including CT scan,
mortuary and x ray. The OPD treats over 600,000 patients
per year, at a flat rate of 1 rupee per person (€0.008) and
approximately 170,000 patients are seen annually in the
emergency department.
In Pakistan the system of family practice is not well
developed. The majority of the patients attend their local
area doctor, a homeopathist or a traditional healer.
Patients who do not improve, or who are not able to
afford further private treatment, refer themselves to one
of the government hospitals. It is known that approxi-
mately 25% of patients reaching the psychiatric service do
so after being seen in the general hospital [19]. The
patients first present to the outpatient clerk who will
direct all patients with musculoskeletal complaints to the
orthopaedic outpatient department. The Research Ethics
Committee of the Pakistan Institute of Learning and Liv-
ing approved the study.
Sample
The study was conducted in the orthopaedic outpatient
clinic for 1 day a week over 12 consecutive weeks. All
patients aged 16 to 65 years who came to consult the doc-
tor were invited to complete the Self-Rating Question-
naire (SRQ) [20] in Urdu (the national language of
Pakistan), while waiting for the doctor. The approach to
the patients was made by one of six research assistants,
three male and three female, (three doctors and three
nurses) so that each patient was interviewed by a research
assistant of the same sex. The explanation indicated that
the doctor would like the patient to complete the ques-
tionnaires as part of a survey of general health being car-
ried out on all patients seeing the doctor that day.
After explaining the study in full and obtaining written
informed consent, the research assistants administered
the Urdu translation of the screening instruments: the
SRQ to detect minor psychiatric disorders, Oslo scale for
social support and Brief Disability Questionnaire (BDQ)
for disability. The research assistants attempted to ensure
that the SRQ was completed before the patient left the
building. The research assistants also recorded the
patient's name, sex, marital status, employment, and the
patients' stated reason of consultation with the doctor.
The research assistants were trained by the author (NH)
in the use of the SRQ and other measures. The surgeon
documented the diagnosis and whether the presenting
issue was medically explained or not.
Measures
The SRQ was developed by the World Health Organiza-
tion and has been widely used in studies in Pakistan [21]
and in other developing countries [20]. It is a self-admin-
istered questionnaire, which consists of 20 questions with
yes/no answers exploring symptoms of depression, anxi-
ety, and somatic manifestations of distress. It has been
validated for use in many developing countries [20] and
has good psychometric properties. In this study the
research assistants read out the SRQ questions to all
patients whether they were literate or not in order to
maintain consistency. In a rural setting in Pakistan we
found that a cut-off of 8/9 had a sensitivity of 80% and a
specificity of 85.4% for detecting depressive disorder
[16,21]. ROC analysis was used to estimate the optimal
threshold score for SRQ.
Social support
Social support was measured using the Oslo-3 scale
which includes three questions identifying the number of
people who are very close and offer support when
needed, the degree of concern shown by others to the
individual and the degree of support received from neigh-
b o u r s  w h e n  n e c e s s a r y .  T h i s  h a s  b e e n  u s e d  i n  s e v e r a l
studies including Pakistanis living in Norway and in Paki-
stan [22]. The three individual items (each scored 0 to 4)
are used in this study with a high score indicating greater
social support.
Disability
Disability was assessed using the crossculturally validated
BDQ, which includes six items from the Short-Form 36
item (SF-36) questionnaire [23], asking participants
whether they had been limited in various everyday activi-
ties during the last month and four questions concerning
daily functioning [5]. This has been used in several inter-
national studies including Pakistan [21,22]. A total score
is used in this study with a high score indicating greater
disability.
Diagnosis
An organic diagnosis was defined as a physical condition
where an objective finding was present, which was con-
sidered by the surgeon as a likely explanation for the pre-
senting condition. Most of those listed in Table 1 are self-
explanatory. 'Other bone pathology' includes ostoemyeli-
tis, cysts, tumours, osteoporosis and TB. Where there
was no evidence of an organic disease that could explainHusain et al. Annals of General Psychiatry 2010, 9:9
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Table 1: Mean (standard deviation) of Self-Rating Questionnaire (SRQ) scores by orthopaedic diagnosis
Overall Men Women
Mean (SD) N Mean (SD) N Mean (SD) N
Major fracture 10.14 (5.5)a 243 9.07 (5.1) 146 11.74 (5.8) 97
Small fracture 9.74 (6.3) 77 7.25 (5.8) 39 12.29 (5.9) 38
Other bone 
pathology
12.50 (5.2)b 78 9.62 (5.8) 24 13.78 (4.4) 54
Sprain and 
others
8.12 (6.2) 24 5.62 (4.6) 13 11.09 (6.7) 11
Arthritis 12.03 (5.7)c 238 8.02 (5.1) 49 13.07 (5.4) 189
PID/backache 12.43 (4.7) 65 10.70 (4.9) 27 13.65 (4.1) 38
Dislocation 8.2 (7.3) 10 5.00 (6.8) 5 11.4 (6.9) 5
Frozen joint 10.41 (5.9) 17 7.67 (5.0) 6 11.9 (5.9) 11
Wound 9.68 (5.8) 114 7.60 (4.9) 55 11.62 (5.9) 59
Other 8.38 (5.2) 21 7.62 (4.4) 8 8.85 (5.8) 13
Medically 
unexplained
10.90 (5.5) 90 8.68 (5.3) 35 12.31 (5.2) 55
Bonferroni correction.
aSignificantly different from other bone pathology, arthritis and PID/backache.
bSignificantly different from sprain and others and wound.
cSignificantly different from wound.
PID = pelvic inflammatory disease.
Table 2: Mean (standard deviation) Self-Rating Questionnaire (SRQ) total scores by demographic variables
Number Mean (SD) SRQ total score P value
Female 570 12.50 (5.4) P < 0.001
Male 408 8.45 (5.2)
No formal education 530 12.01 (5.6) P < 0.001
Primary school only 122 10.16 (5.8)
Secondary school only 174 9.61 (5.7)
Beyond secondary school 129 8.08 (4.9)
Single 190 8.96 (5.6) P < 0.001
Married 719 11.04 (5.6)
Divorced/separated/widowed 64 13.84 (5.2)
Income < Rs 4,000 647 11.69 (5.6) P < 0.001
Rs 4,000 to 6,000 168 9.35 (5.6)
Rs 6,001 to 8,000 71 8.20 (5.4)
>Rs 8,000 71 8.83 (5.3)
Medically explained 887 10.81 (5.8) P = 0.79
Medically unexplained 91 10.89 (5.5)Husain et al. Annals of General Psychiatry 2010, 9:9
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the presenting symptoms, the symptom was described as
a medically unexplained symptom; these complaints were
usually of the chest, ribs, body, muscle, joint or bone
pains.
Statistical analysis
All data were entered and analysed on SPSS version 14.0
(SPSS, Chicago, IL, USA). In order to assess the variables
that were significantly associated with SRQ scores we
used analysis of variance (ANOVA) for ordinal variables
and Pearson's correlations coefficient for continuous vari-
ables as SRQ scores were normally distributed and homo-
geneity of their variance was confirmed. Variables found
to be significantly associated with SRQ score were then
added as covariates in an analysis of covariance
(ANCOVA), which examined the relationship between
orthopaedic diagnosis and SRQ score. Post hoc (Bonfer-
roni) tests were subsequently performed to identify
which particular orthopaedic diagnoses were associated
with higher SRQ scores. Linear regression analysis was
used to examine the association between total SRQ score
(dependent variable) and all the sociodemographic vari-
ables, pain, disability score and orthopaedic diagnostic
groups as independent variables.
Results
Data were collected from 978 participants (response rate
of 90.5%) 408 male and 570 female. Table 2 shows that the
mean SRQ score was higher for females, participants who
were divorced, separated or widowed, for those with little
or no education, and with a low income. Significant posi-
tive associations were also found between SRQ total score
and age (r = 0.16, P < 0.001), number of children (r = 0.18,
P < 0.001) and the three social support scale scores indi-
cating low support: item 1 (r = -0.30, P < 0.001), item 2 (r
= -0.23, P < 0.001) and item 3 (r = -0.25, P < 0.001). After
controlling for age and sex, SRQ score was associated
with disability score (r = -0.098, P = 0.002) but not with
pain severity (r = 0.05, P = 0.12). There was no difference
in SRQ score between patients with medically explained
(by trauma or organic disease) or unexplained symptoms
(Table 2).
An SRQ score of 9 or more, which indicates probable
depressive disorder, occurred in 46.8% of men and 76.0%
of women. Among men with medically unexplained
symptoms 19/35 (54.3%) had an SRQ score of 9 or more
compared with 172/373 (46.1%) of those with symptoms
explained by organic pathology (χ2 = 0.868; P  = 0.35).
Corresponding figures for women were 42/55 (76.4%)
and 391/515 (75.9%) (χ2 = 0.00; P = 0.92). Overall, 233/
978 (23.8%) of our sample reported that they had enter-
tained ideas of ending their life: 219/624 (35.1%) of those
who scored more than 9 on SRQ and 14/354 (4.0%) of the
remainder.
There were significant differences in total SRQ score
between the diagnoses made by the orthopaedic surgeon
(F = 4.59, P < 0.001) (Table 1). The patients with a diagno-
sis of other bone pathology, arthritis, or backache had the
highest scores and Bonferroni comparisons revealed that
these scores were significantly higher than the 'major
fracture' group. Using ANCOVA that controlled for the
effects of the participants' gender, age, marital status,
level of education, number of children and monthly
income, the significant difference by diagnostic group
remained (P = 0.016) (Table 3).
In linear regression analysis when we controlled for all
sociodemographic characteristics, disability and pain,
Table 3: Mean (standard error) of the mean Self-Rating Questionnaire (SRQ) scores by orthopaedic diagnosis adjusted for 
age, sex, years of education, marital status, number of children and income
Diagnosis Adjusted mean Standard error of the mean
Major fracture 10.7 0.36
Small fracture 10.4 0.64
Other bone pathology 12.1 0.61
Sprain and others 8.5 1.07
Arthritis 10.9 0.36
PID/backache 12.2 0.67
Dislocation 9.1 1.65
Frozen joint 9.7 1.27
Wound 10.1 0.51
Other 8.6 1.17
Medically unexplained 11.1 0.57
PID = pelvic inflammatory disease.Husain et al. Annals of General Psychiatry 2010, 9:9
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arthritis, backache/prolapsed intervertebral disc, other
bone pathology and major fracture continued to be asso-
ciated with a raised SRQ scores indicating greater psy-
chological distress (Table 4). Medically unexplained
symptoms were associated with lower SRQ score but this
failed to reach significance.
Discussion
This is, we believe, the first study from a low-income
country concerning depression in a large sample of
orthopaedic outpatients. The prevalence of depression in
our sample was high with an SRQ score of 9 or more,
which indicates probable depressive disorder, occurring
in 45.6% of men and 76.1% of women. These proportions
are almost identical to those we recorded in a similar con-
secutive sample of patients attending medical clinics at
the same hospital (47% of men and 63% of women) [18]
and are much higher than those we previously found in a
population-based sample in rural Pakistan (17.5% of men
and 44.1% of women) [24]. In the latter study all but one
of the people who scored nine or more on the SRQ had
depressive disorder ascertained by research interview.
Thus this cut-off point appears to indicate probable
depressive disorder rather than emotional distress.
Our results are consistent with studies from the West,
which have reported that the prevalence of psychological
disorder following physical trauma in a variety of settings
is 23% to 41% [9,11,12,15,25]. Such proportions are much
higher than those found in the general population and
somewhat higher than those reported in some medical
clinics in the West [12]. As a result of methodological dif-
ferences our results cannot be directly compared with
those reported from the west but it is notable that in both
USA and Pakistan trauma patients have a very high prev-
alence of probable depressive disorder.
Our primary hypothesis that the prevalence of depres-
sion would be higher in patients with medically unex-
plained musculoskeletal symptoms was disproved.
Although patients with medically unexplained musculo-
skeletal pains experienced great psychological distress the
level was even higher in patients with arthritis, backache
and other bone pathology. This is different from studies
in high-income countries [26], and our own previous
study in medical clinics in Pakistan [18], which indicated
that depression is often associated with 'medically unex-
plained symptoms'. The patients included in this study
are clearly very distressed with a high proportion enter-
taining suicidal ideas: 24% compared to 5% in our previ-
ous population study [16]. Thus we anticipate that many
of these patients need treatment for depression.
It is apparent that the usual sociodemographic factors
are clearly associated with a high SRQ score (female, little
education, financial difficulties, lack of social support,
divorced, separated or widowed status, numerous chil-
dren) [16]. It is probable that many of these people may
h a v e  b e e n  d e p r e s s e d  b e f o r e  t h e i r  f r a c t u r e  o r  i l l n e s s
because of their life circumstances. It is impressive, there-
fore, that several orthopaedic diagnoses added additional
variance to the explanation of SRQ score in multiple
regression. This indicates that the presence of such illness
is associated with even greater distress than can be
accounted for by sociodemographic circumstances. This
may be understandable in terms of the further hardship
such illness brings in a setting of poverty and hardship.
These orthopaedic diagnoses will probably have pre-
vented these patients from earning a living or doing their
usual household and other tasks.
The main limitation of this study is the fact that we did
not perform second stage interviews to ascertain definite
psychiatric diagnoses. It is possible that physical symp-
toms could have inflated the SRQ score but we controlled
for severity of pain and level of physical disability in the
multiple regression analysis and still we found that the
diagnoses of arthritis, other bone pathology, backache/
pelvic inflammatory disease (PID) and major fracture
were significantly associated with increased SRQ score.
Our previous work indicates that the cut-off of 8/9 is the
most appropriate to detect psychiatric disorder in pri-
mary care clinics in Pakistan. The high proportion with
suicidal ideas testifies to the very high level of distress,
and probable depressive disorder experienced by many of
these patients. A further limitation of only using the SRQ
as a measure of depression is the gender differences in the
psychometric properties of the SRQ. In our earlier work a
cut-off score of 5/6 was found to be better for males and,
had we used this cut-off in the present study the preva-
lence figure for men would be higher. Since our main
findings in this study are concerned with the total SRQ
score, the cut-off is not affecting our main results con-
cerned with the relationship between total SRQ and cor-
related features. We used the conventional cut-off so that
our prevalence figures are consistent with all the previous
studies from Pakistan, which have used the same cut-off
scores for both men and women.
The main strength of the present study is the high
response rate and we believe that our sample is not biased
towards those patients who might have been prepared to
undergo a more detailed research interview at the clinic
visit, which would have been required to establish psychi-
atric diagnosis with certainty. As this is a cross-sectional
study we cannot establish for certainty the level of dis-
tress that these patients experienced before their current
illness, although we know the level of depression in the
p o p u l a t i o n  i s  h i g h  [ 1 7 ] .  I t  i s  p o s s i b l e  t h a t  t h e y  w e r e
depressed prior to their injury and actually experienced
injury as a result of their depression. We were not made
aware of any participants who had actually injured them-
selves deliberately; accidents are more common whileHusain et al. Annals of General Psychiatry 2010, 9:9
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someone is depressed and preoccupied. It is very likely
that the injury and illnesses exacerbated pre-existing
depressive illness.
Conclusions
Depressive disorder appears to be very common in ortho-
paedic outpatients in Pakistan. Orthopaedic surgeons
may need assistance to develop methods of screening for
depression either by using a questionnaire, such as SRQ,
or by asking pertinent questions. Patients who screen
positive can be treated immediately with antidepressants
and/or referred for further assessment and treatment by
the mental health professionals. Treatment of depression
in this population should aid complete recovery, though
prospective and treatment studies are required to dem-
onstrate this. We need to develop ways of achieving this
in a manner that is compatible with the brief time avail-
able to doctors in outpatient clinics in Pakistan. This
study demonstrates again the massive unmet mental
health need in developing countries [3,27,28] and that
novel forms of treatment are required.
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Table 4: Multiple regression to predict Self-Rating Questionnaire (SRQ) score
Unstandardised coefficients P value 95% confidence interval for B
B Standard error Lower bound Upper bound
Age 0.004 0.016 0.82 -0.027 0.034
Sex 2.687 0.388 <0.000 1.926 3.448
Single 0.080 0.560 0.88 -1.018 1.179
Widowed/
divorced/
separated
1.370 0.779 0.079 -0.159 2.898
Income -0.482 0.199 0.015 -0.872 -0.093
Number of 
children
0.132 0.075 0.080 -0.016 -0.280
Social support -0.525 0.064 <0.000 -0.652 -0.399
Education -0.279 0.171 0.103 -0.614 0.057
BDQ score -0.223 0.075 0.003 -0.370 -0.075
VAS pain 0.025 0.008 0.001 0.010 0.040
Arthritis 1.554 0.693 0.025 0.193 2.915
PID/backache 2.844 0.877 0.001 1.122 4.566
Major fracture 1.662 0.690 0.016 0.309 3.016
Small fracture 1.049 0.867 0.227 -0.652 2.749
Other bone 
pathology
2.660 0.851 0.002 0.989 4.331
Wound 0.606 0.769 0.431 -0.904 2.116
Medically 
unexplained 
symptoms
0.013 0.008 0.097 -0.002 0.029
Bold type indicates significance.
PID = pelvic inflammatory disease; VAS = visual analogue scale.Husain et al. Annals of General Psychiatry 2010, 9:9
http://www.annals-general-psychiatry.com/content/9/1/9
Page 7 of 7
Author Details
1University of Manchester, Manchester, UK, 
2Lancashire Care NHS Foundation Trust, Preston, UK and 
3Dow University of Health Sciences, Karachi, Pakistan
References
1. Kessler RC, McGonagle KA, Zhao S, Nelson CB, Hughes M, Eshleman S, 
Wittchen HU, Kendler KS: Lifetime and 12-month prevalence of DSM-III-
R psychiatric disorders in the United States. Results from the National 
Comorbidity Survey.  Arch Gen Psychiatry 1994, 51:8-19.
2. Lépine JP, Gastpar M, Mendlewicz J, Tylee A: Depression in the 
community: the first pan-European study DEPRES (Depression 
Research in European Society).  Int Clin Psychopharmacol 1997, 12:19-29.
3. Moussavi S, Chatterji S, Verdes E, Tandon A, Patel V, Ustun B: Depression, 
chronic diseases, and decrements in health: results from the World 
Health Surveys.  Lancet 2007, 370:851-858.
4. Elliot AM, Smith BH, Penny KI, Smith WC, Chambers WA: The 
epidemiology of chronic pain in the community.  Lancet 1999, 
354:1248-1252.
5. Von Korff M, Wagner EH, Dowrkin SF, Saunders KW: Chronic pain and use 
of ambulatory health care.  Psychosom Med 1991, 53:61-79.
6. The Royal College of General Practitioners, Department of Health and 
Social Security: Morbidity Statistics from General Practice: Fourth 
National Social Study 1991-1992.  London, UK: Office of Population 
Censuses and Surveys (OPCS); 1995. 
7. Allison T, Symmons D, Brammah T, Haynes P, Rogers A, Roxby M, Urwin M
: Musculoskeletal pain is more generalised among people from ethnic 
minorities than among white people in Greater Manchester.  Ann 
Rheum Dis 2002, 61:151-156.
8. Rogers A, Allison T: What if my back breaks? Making sense of 
musculoskeletal pain among South Asian and African-Caribbean 
people in the North West of England.  J Psychosom Res 2004, 57:79-87.
9. Mayou R, Bryant B, Duthie R: Psychiatric consequences of road traffic 
accidents.  BMJ 1993, 307:647-651.
10. Holbrook TL, Anderson JP, Sieber WJ, Browner D, Hoyt DB: Outcome after 
major trauma: discharge and 6-month follow-up results from the 
Trauma Recovery Project.  J Trauma 1998, 45:315-323.
11. McCarthy ML, MacKenzie EJ, Edwin D, Bosse MJ, Castillo RC, Starr A: LEAP 
study group. Psychological distress associated with severe lower-limb 
injury.  J Bone Joint Surg Am 2003, 85:1689-1697.
12. Crichlow RJ, Andres PL, Morrison SM, Haley SM, Vrahas MS: Depression in 
orthopaedic trauma patients. Prevalence and severity.  J Bone Joint Surg 
Am 2006, 88:1927-1933.
13. Butcher JL, MacKenzie EJ, Cushing B, Jurkovich G, Morris J, Burgess A, 
McAndrew M, Swiontkowski M: Long-term outcomes after lower 
extremity trauma.  J Trauma 1996, 41:4-9.
14. Macfarlane GJ, Hunt IM, Silman AJ: Predictors of chronic shoulder pain: a 
population based prospective study.  J Rheumatol 1998, 25:1612-1615.
15. Holbrook TL, Anderson JP, Sieber WJ, Browner D, Hoyt DB: Outcome after 
major trauma: 12-month and 18-month follow-up results from the 
Trauma Recovery Project.  J Trauma 1999, 46:765-771.
16. Husain N, Creed F, Tomenson B: Depression and social stress in Pakistan.  
Psychol Med 2000, 30:395-402.
17. Mirza I, Jenkins R: Risk factors, prevalence, and treatment of anxiety and 
depressive disorders in Pakistan: systematic review.  BMJ 2004, 328:794
.
18. Husain N, Chaudhry I, Afsar S, Creed F: Psychological distress among 
patients attending a general medical outpatient clinic in Pakistan.  Gen 
Hosp Psych 2004, 26:277-281.
19. Gater R, De AlmeidaeSousa B, Barrientos G, Caraveo J, Chandrashekar CR, 
Dhadphale M, Goldberg D, Al Kathiri AH, Mubbashar M, Silhan K, Thong D, 
Torres-Gonzales F, Sartorius N: The pathways to psychiatric care: a cross-
cultural study.  Psychol Med 1991, 21:761-774.
20. World Health Organisation: A User's Guide to the Self-Reporting 
Questionnaire (SRQ).  Geneva, Switzerland: World Health Organisation; 
1994. 
21. Husain N, Gater R, Creed F, Tomenson B: Comparison of the Personal 
Health Questionnaire (PHQ) and the Self Rating Questionnaire (SRQ) in 
a rural population.  J Pak Med Assoc 2006, 56:366-370.
22. Husain N, Chaudhry IB, Jafri F, Niaz SK, Tomenson B, Creed F: A 
population-based study of irritable bowel syndrome in a non-Western 
population.  Neurogastroenterol Motil 2008, 20:1022-1029.
23. Ware JE Jr, Snow K, Kosinski M, Gandek B: SF-36 Health Survey. Manual 
and Interpretation Guide.  2nd edition. Boston, MA, USA: The Health 
Institute, New England Medical Centre; 1997. 
24. Husain N, Gater R, Tomenson B, Creed F: Social factors associated with 
chronic depression among a population-based sample of women in 
rural Pakistan.  Soc Psychiatry Psychiatr Epidemiol 2004, 39:618-624.
25. Ponzer S, Bergman B, Brismar B, Johansson LM: A study of patient-related 
characteristics and outcome after moderate injury.  Injury 1996, 
27:549-555.
26. Nimnuan C, Hotopf M, Wessely S: Medically unexplained symptoms: an 
epidemiological study in seven specialities.  J Psychosom Res 2001, 
51:361-367.
27. Ormel J, Petukhova M, Chatterji S, Aguilar-Gaxiola S, Alonso J, Angermeyer 
MC, Bromet EJ, Burger H, Demyttenaere K, de Girolamo G, Haro JM, 
Hwang I, Karam E, Kawakami N, Lépine JP, Medina-Mora ME, Posada-Villa 
J, Sampson N, Scott K, Ustün TB, Von Korff M, Williams DR, Zhang M, 
Kessler RC: Disability and treatment of specific mental and physical 
disorders across the world.  Br J Psychiatry 2008, 192:368-375.
28. Scott KM, Von Korff M, Alonso J, Angermeyer MC, Bromet E, Fayyad J, de 
Girolamo G, Demyttenaere K, Gasquet I, Gureje O, Haro JM, He Y, Kessler 
RC, Levinson D, Medina Mora ME, Oakley Browne M, Ormel J, Posada-Villa 
J, Watanabe M, Williams D: Mental-physical co-morbidity and its 
relationship with disability: results from the World Mental Health 
Surveys.  Psychol Med 2009, 39:33-43.
doi: 10.1186/1744-859X-9-9
Cite this article as: Husain et al., Psychological distress among patients of an 
orthopaedic outpatient clinic: a study from a low-income country Annals of 
General Psychiatry 2010, 9:9
Received: 10 July 2009 Accepted: 15 February 2010 
Published: 15 February 2010
This article is available from: http://www.annals-general-psychiatry.com/content/9/1/9 © 2010 Husain et al; licensee BioMed Central Ltd.  This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited. Annals of General Psychiatry 2010, 9:9